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Patient Information — Please Print

B AR HER:

Patient Name Date of Birth

Hirik: ST /PN /AR T 55
Address City/State/Zip Code
E% %ZD EE‘I:EI:

Telephone # most easily reached

ARNZEFRELL TR HEANE R AR N AZ PREE 2GR (Protected Health Information, PHI) 2 {8 A {72,
HAEREFEFRL BEUGTEmA N Z B s B . ANTRAIRS, 155 N e ER It A AN
&Pk AT HUEIR

BRI R EEAE) (HIPAA) RFEA——FUEMRER,
HIPAA Representative Information - Please Print
BEA: A H HH:
Patient Name Date of Birth
Mk ST /N /T A e
Address City/State/Zip Code
oS
Telephone # most easily reached
BRI %
Relationship to Patient

ARAET Lt HIPAA (RFEUSL &R AR

| grant to the HIPAA Representative named above access to:

O ﬁﬁﬁ B S R B R E A e — — sl BRI AN T (HIV) o Bk RYE
B HMHBIEN SFRE N T EETE.

FuII access to all medical records and health information — note separate box below is also required for HIV, psychiatric and
substance abuse access.

O FoAth —— SR AR H R 1 B e B R R

Other - Specify limits or specific health care incident

AN GEE) ERAEEE BN T %%, 27T HIPAA REEFRGRI MER &R Z MR,
KJ\H%“‘%&F, A NEFRACER T RE LS HIV AHBA AN R RS %’éﬁ%éfﬁﬁE%“”*ﬂ&/dz%%’v%ﬁﬂ%ﬁ%%

Halls AAZZ AR HIPAA (CRFELL MHBEERN GEREEEE HIPAA (REFHLZIH
Eﬁ%hﬁ?léﬁ%>
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Alcohol, drug, or substance abuse |nformat|on

2 (AIDS). HIV AHRBHERR (& AIDS AHRERM Kot

AIDS, HIV-related information (|nc|ud|ng AIDS related testing and results)

_ OHEfEEEHR A

Mental Health

N - S S E|

Sexually Transmitted Dlsease information
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Genetlc information

_ TR EE
Research Informatlon
ARGk RN Z AL AT N BB A AR o
RACEE R, T4 ] ARSI

BB A= H 8
Signature of Patient for this box Date

AREC Tk N2 G AT PN S e F A A Ao

RECEH[EEEFNE, AR A AR NS

LA, AN LARER: DL P =i A (@ & E B ESFT (Health Information Management
Department) 54 HIPAA (RFF5E, BAHIHLIEAIT: 4802 10" Avenue Attention:
Health Information Management Department, Brooklyn, NY 11219 ; A AN AR R, SN EEEE
FIBSHEHE 2 (Maimonides Health) {EUREIHES M@ AIRTCERELZ (T8, N EAEOEMNRT T,

2 RNBEfE, RANBEFERER, MR GREaRE G Z IR .

3. AR NBRfR, (RIBAFISIFE 2 &, TIREw R DE P R, HIRZ &R E
HIPAA HiEi RE

4 RN, AR ZONFFHEE TYIR R GeagEHf—I)
O && L EFmE

Revoked in writing by the patient

O HER T

On the following date

BEEY: HIH:
Signature of Patient Date
HIPAA (XFE% 4 H HA:
Signature of HIPAA Representative Date
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*“WAMHERHEEARR

Form 10262 (01/26) CHINESE T Page 2 of 2



